NTRODUCTION
Ameloblastoma is a neoplasm of odontogenic epithelium, especially of enamel organ-type tissue that has not undergone differentiation to the point of hard tissue formation. 1 Ameloblastoma is a rare, benign, slow-growing but locally invasive neoplasm of odontogenic origin involving the mandible (80 %) and maxilla. The neoplasm was first described by Cusack in 1827. 1 Etymologically, the name derives from the old French word ''amel,'' which means enamel, and the Greek word ''blastos,'' meaning germ or bud. Over time, this tumor has been referred to by many different names including ''cystosarcoma,'' ''adamantine epithelioma,'' ''adamantinoma,'' and finally ameloblastoma. 2, 3 Robinson defined ameloblastoma as "unicystic, nonfunctional, intermittent in growth, anatomically benign and clinically persistent tumor." 6 classified ameloblastoma into (a) solid/multicystic, (b) unicystic, (c) extraosseous/peripheral and (d) desmoplastic. There are two basic histopathologic patterns in solid/multicystic ameloblastoma: (1) follicular and (2) plexiform. Other microscopic patterns of ameloblastoma include acanthomatous, basal cell-like and granular cell. Ameloblastoma shows variable geographic prevalence, being the most common benign odontogenic tumor in China and Africa, while it is the second most common in the United States and Canada (odontoma being most common) 7, 8 . African Americans have an overall fivefold increased risk of disease as compared to Caucasians. Global incidence has been estimated at 0.5 cases per million person years, and most cases are diagnosed in patients 30-60 years of age. 9 The study was aimed to establish the relative incidence and provide clinico-pathologic information on the various histological types of ameloblastoma in population of Chhatissgarh.
MATERIAL & METHODS
This study was conducted in Triveni Institute of Dental Sciences, Hospital and Research Centre, Bilaspur, Chatisgarh. Biopsy records of all histologically diagnosed cases of ameloblastoma during the period from 2010 to 1015 were retrieved.
Haematoxylin and eosin stained sections of the ameloblastomas were retrieved and reviewed in order to reconfirm the diagnosis and where necessary, revise the diagnosis in light of available clinical and histological details and the WHO histological typing of odontogenic tumours. After review, 160 of the162 cases were confirmed as ameloblastomas and were categorised into different histological types based on the presenting histological features. Data on incidence, age, sex and site of lesions were analysed descriptively for the various variants of ameloblastoma. Table II shows anatomical distribution of cases. Out of 160 cases, 24 were seen in maxilla and 136 were seen in mandible. Maximum cases were seen in molar region followed by premolar and incisor region in both jaws. In the present study, 60% of patients were male and 40% of patients were females. This data was comparable to Reichart et al. study 11 in which 53% were males and 47% were females. These findings in the present study were similar to previous studies of Krishnapillai and Angadi, Sriram and Shetty in Indian population. 12 Age group 21-30 showed maximum involvement (36) followed by 31-40 (32), 10-20(30), 41-50 (28), 51-60 (23), 61-70 (10). It is similar to the reports of Kavey T et al 13 but differs from the peak incidence of 5th decade reported by Chai Y et al. 14 The maximum cases were seen in mandible (136) cases (85%) and the maxilla in 24 cases (15%), with ratio of 6:1. Mandibular molar were mostly involved followed by premolar and incisor region. In various types of ameloblastoma, solid/multicystic ameloblastoma was the most frequently encountered histopathological type (68.12%) followed by unicystic (23.12%) which is in contrast to study conducted in Latin American population where unicystic ameloblastoma was the most common (63.20%) type. 15 The present study reported 38 cases of follicular variety. According to Philip et al 16 , follicular ameloblastoma consists of discrete follicles with a similarity to the stellate reticulum of the enamel organ and with a varying quantity of conjunctive tissue stroma. The covering epithelium is columnar or cuboidal with nuclei positioned opposite the basal membrane. Squamous metaplasia such as that seen in acanthomatous ameloblastoma may be attributed to chronic irritation. Calculus and oral sepsis (which could be a source of chronic irritation) have been suggested to play a role in aetiology of ameloblastoma. In this study, 10 cases of mixed ameloblastomas were seen. Similar studies on ameloblastoma mentioned cases of mixed variety of ameloblastoma varying between 3.3% and 20%. 17 There is now more detailed reference to the unicystic variety because it compares favourably with the solid or multicystic counterpart in terms of clinical behaviour and response to treatment. It is a also well known fact that the granular cell variant and ameloblastoma exhibiting clear cell differentiation which were not seen in our series, are more biologically aggressive than other ameloblastomas, hence the significance of our collected data to the pathologist and clinician.
RESULTS:
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CONCLUSION
This study provides a baseline data on variants of ameloblastoma as obtained in a Chattisgarh population. Since variants of ameloblastoma differ in biologic behaviour, the data collected in this study provides clinicopathologic information which is of significance to the pathologist and clinician.
